Background: Women's decisions on family planning use have multiple benefits to the family and community at large. In developing countries like Ethiopia, the choice of women to use a contraceptive is challenged by social and environmental factors that mitigate their ability to decide independently and freely. This study therefore determined the level of women's decision-making power on family planning use and associated factors among married women in the study area. Methods: A community-based cross-sectional study was conducted in Dinsho woreda from March to April 2017. A simple random sampling technique was used to select 373 married women. A structured and pre-tested questionnaire was used to collect data by trained data collectors under continuous supervision. Multivariable logistic regression was performed to identify factors associated with women's decision-making power on family planning use. Crude and adjusted odds ratios with 95% confidence interval were used and p-value of <0.05 was considered as statistical significance. Results: A total of 344 (92.2%) women participated in the study. Of the total respondents, 179 (52%) of women had good decision-making power on modern family planning use. (AOR =3.04 [1.49, 6 .22]) were factors statistically significantly associated with married women's decision-making power on family planning use. Conclusion and Recommendation: Women's knowledge and attitudes toward family planning and their participation in household decision-making increased the likelihood of women's decision-making power for modern family planning use. There is a need to adopt a more comprehensive approach to reach men and women on modern family planning, to help women to decide freely without any restriction.
Introduction
Worldwide, in 2015, 64% of married or in-union women of reproductive age were using some form of contraception. Family planning allows women to reduce unintended pregnancies and it also reduces the need for unsafe abortion.
family wellbeing but also in the development of the economic, political, social and ecological environments. 4 An estimated 225 million people in developing countries would like to delay or stop childbearing but are not using any method of contraception. In the least developed countries, contraceptive use was much lower (40%) and was particularly low in Africa (33%). 1 Family planning use in developing countries is challenged by social and environmental factors that mitigate their ability to decide independently and freely. 5, 6 In Ethiopia, men are dominant decision-makers in most family matters, including reproductive health issues. 7, 8 Lack of women decision-making on the use of family planning leads to an unplanned pregnancy and unsafe abortion that will affect maternal health and their children health. 9 According to the Ethiopian demographic and health survey (EDHS) 2016 report, maternal mortality ratio was 412 deaths per 100,000 live births and the infant mortality rate was 28 per 1,000 live births. However, the total fertility rate (TFR) was 4.6 and only 36% of currently married women are using a method of family planning. 10 Women's decision on modern family planning use has multiple benefits to the family and community at large. Decision-making power of women in family planning defined as a woman ability to freely decide individually or discuss with their partners about family planning needs and choices. 8 Therefore, efforts need to be made for women involvement in family planning either to use the contraceptives or to support each other on when to start and stop the contraceptive and thereby regulate their fertility. 8, 11 There are limited studies that documented on assessing factors associated with married women's decision-making power on family planning in the study area. Identifying the level of women's decision-making power in family planning use at the household level and identifying associated factors has paramount importance for designing a targeted program in the study area. Besides, it could also be used as input for policymakers and programmer managers of the study area in the field of contraceptive uses and women decision-making. Therefore, the result of this study determined the level of women's decision-making power in family planning use and associated factors among married women in Southeast Ethiopia.
Materials and Methods

Study Setting
Dinsho Woreda is found at the Southeast of the country at 400 km from Addis Ababa. Bale mountain national park is also found in this woreda with different animals some of them are only found in this park. Currently, there are three health centers and eleven health posts in this wereda. The woreda has ten kebeles (the lowest administrative unit) and one rural town.
Study Design and Population
The study was conducted from March to April 2017. A community-based cross-sectional study was employed. All married women of reproductive age group (15-49 years) who are residing in the study area were the source population. The study populations were all married women of reproductive age group (15-49 years) in the selected kebeles.
Inclusion and Exclusion Criteria
Married women who live in the study area who are fecund at a time of data collection were included. Women who are incapable of responding to the questions due to serious health problems were excluded.
Sample Size Determination and Sampling Techniques
The sample size is determined using single population proportion formula by considering 95% confidence interval, 5% tolerated sampling error and taking the level of decision-making power on contraceptive use from a study done in Mizan-Aman which is 67.2%. 12 The final sample size after adding a 10% non-response rate was 373. A simple random sampling technique was employed to select participants. From a total of eleven kebele found in the woreda four kebeles (36%) were selected by using simple random sampling technique. Then after, the total sample size (373) was proportionally allocated to each selected kebele based on the number of households it has. Data on the population of married women in reproductive age in each kebele were obtained from the health post family folder. Therefore, simple random sampling method was used to select sample population that was included in the study from the sampling frame.
Data Collection Instruments and Technique
The questionnaire was developed from EDHS 2011, women empowerment scale and from related literatures. 13, 14 
Study Variables Dependent Variable
Married women's decision-making power on family planning use.
Independent Variables
Socio-economic and demographic factors -age of women, family monthly income, education and occupation status of the women and the husband, exposure to media, and total family size. Women's participation in household decision-makingrelated to decision-making on husband's earnings are used, major household purchases, visits to family, friends, or relatives, women's healthcare, children's healthcare, visiting a health facility.
Reproductive history: number of pregnancies, age at first pregnancy, number of live births and stillbirth, abortion history, total no. of children ever born and need for more children.
Attitude towards family planning use and Knowledge towards family planning use.
Operational Definition
Married women's decision-making power on family planning use: measured in relation to women's ability to freely decide individually or decide jointly with their partners about family planning needs and choices using six questions. A score of 1 was given if women decided independently or together and a score of zero (0) was scored by partners who decided independently, or decision was made by others. A woman who scored below the mean was considered as having no decision-making power, and those who scored greater or equal to the mean were considered as having good decision-making power. 12 Women's participation in household decision-making is assumed to be reflective of couple's ideologies regarding gender roles in the family affairs. A score of 1 was given if women decided independently or together and a score of zero (0) was scored by partners who decided independently or decision was made by others. A woman who scored below the mean was considered as having no participation in household decision-making, and those who scored greater or equal to the mean was considered as having good participation in household decision-making. 9, 15 Knowledge on family planning: Knowledge of contraceptive method was measured by using ten questions, all are related to contraceptive methods, and having correct answers for at least 70% were considered as better knowledge on family planning otherwise not better knowledge. 15 Attitudes on family planning: Three Likert scale items were used to measure attitude to a contraceptive method with a possible response of (agree, disagree or neutral). A score above 70% was considered as having a positive attitude otherwise considered as negative attitude. 8 
Data Quality Assurance
The data collection tool was first prepared in English and translated to local language (Afan Oromo) and then translated back to English to check its consistency. The process of translation was done by language experts. A pretest was done on 5% of the sample size in Sinana woreda after giving training for data collector and necessary corrections were made accordingly. Cronbach's alpha was calculated and found out to be 0.85, which grantee the reliability of the instruments.
Method of Data Analysis
Raw data were coded, entered, cleaned and analyzed using SPSS statistical software package version 20. Descriptive statistics such mean, percentage and frequency table were computed to summarize data. Bivariate and multivariable analysis were done to identify independent factors associated with women's decision-making power on family planning use. Crude and adjusted Odds ratios with 95% confidence intervals (CIs) were used to determine significance association and p-value < 0.05 were considered as a statistical significance.
Ethical Consideration
Before data collection ethical clearance was obtained from Madda Walabu University Goba referral hospital public health department. A formal letter of permission was obtained from the administrative bodies of the Woreda and kebele. Participation in the study was on voluntary bases and they were informed about the right not to participate or withdraw at any time. Confidentiality was assured for the information provided and finally, informed verbal consent was obtained from every study participant takes part in the study during data collection time after explaining the general outcome and results of the study.
Results
A total of 344 women responded to the questionnaire, yielding a response rate of 92.2%.
Socio-Economic and Demographic Characteristics of Respondents
The total family size of the respondents ranges from 1 to 13 with mean 6.3 and standard deviation ±2.99. The mean age of the respondents was 31.44 with standard deviation ±7.783. Most of the respondents were in the age group of 25-34 years with an age range from 18 to 49 years. Ninety-two percent of the respondents were Oromo in ethnicity and 262 (76%) were followers of the Muslim religion. Regarding the educational status of the spouses, 131 (38.1%) of women and 118 (34.3%) of husbands have not attended formal education. From total respondents, 233 (68%) and 243 (71%) had television and radio, respectively. From those who had television, 143 (61%) of them watch daily and from those who have a radio, 139(40%) of them listen daily.
Women's Participation in Household Decision-Making
Half of the participants decide on their husband earning and on household purchases jointly. The study revealed that 16% of participants made decision related to visiting family, friend or relatives jointly with their husband. Surprisingly, one-third of the husbands decide on women's health independently, and 210 (61%) of the women decide on their children health with their husbands. Again, half of the respondents reported to decide visiting health facility jointly. Overall, 193 (56%) of married women in the study area have good participation in household decision-making (Table 1) .
Reproductive History
In this study, 169(49%) and 247(72%) of the married women have been current and ever modern contraceptive users, respectively. From those who stop using contraceptive 41 (16.6%) reasoned that they stop using because of their husband dominance. From those married women who have had pregnancy 35 (10%) experience abortion and 8 (2.4%) where have stillbirth only once in their life. Twothird (210) of respondents reported that they have desire to have children.
Attitude and Knowledge Related to Family Planning
In this study, 310 (90%) of respondents agree on children will have a better opportunity, if the parent use contraceptive and 306 (89%) of them agree that family planning will help to improve one's standard of life. One-third of women disagree with the idea "if a woman who has many children looks tired and wear out". More than half of the participant 191 (55.5%) agree that family planning cause loss of confidence between wife and husband and almost half percent of the respondents agree with the idea "wife's who use family planning abandoned by her husband". Again, most of the respondents 302 (88%) of married women agree that a woman needs her husband's permission to use family planning. Generally, 134 (39%) of married women in the study area had a positive attitude towards contraceptive use ( Table 2) . Regarding knowledge of the study participants, 310 (90%) of them heard of modern contraceptives. Three hundred seventeen (92.2%) of study participants know about the importance of family planning. Regarding the side effect of using a modern contraceptive, 243 (70.6%) of women know the side effect of using a modern contraceptive. The most mentioned side effect is a headache 161(66.3%) next to irregular menstruation 173 (71%). Two hundred sixty (63%) of women discuss family planning with their husband and only 132 (38.4%) of study participants ever heard about emergency contraception. Generally, from total respondents, 187 (57.3%) of women have better knowledge regarding family planning (Table 3) .
Women Decision-Making Power on Family Planning
The findings of this study showed that half of the study participants decide jointly on the number of children the family could have, and one-third woman could decide on the choice of family planning independently. Regarding decision on when to give births and where to get family planning service 160 (46.5%) and 128 (37.2%) decision is made jointly by women and husband, respectively. Regarding decisions related to seeking reproductive health services, the majority is made by husband 136 (39.5%) whereas 134 (39%) of married women decide jointly with their husband on continuation or stopping using/intending family planning. Generally, 179 (52%) of married women have good decisionmaking power on family planning in the study area (Table 4) .
Multivariable Analysis of Factors Associated with Married Women Decision-Making Power on Family Planning Use
Variables in the bivariate analysis of socio-economic, reproductive history of women, attitude and knowledge towards contraceptive as well as women participation in household decision-making with respect to women decision-making power on family planning; which were found at p-value ≤ 0.2 were further considered into multivariate analysis. 12 Finally, in the multivariate logistic regression age of women, women participation in household decision-making, attitude towards family planning, knowledge towards family planning remained significantly associated with women's decision-making power in family planning use. Women age 18-20 years of age were 8.6 times more likely to have decision-making power on family planning use when compared to women age 35 and above; adjusted odds ratio (AOR) =8.59 (95% CI: 1.61, 45.80). The odds of decision-making power of women on family planning use were 2.6 times higher among women who have good participation in household decision-making when compared to (Table 5 ).
However, variables that were having significant association with the dependent variable in the bivariate analysis like monthly income, current family planning users and family who have television were not showed statistically significant association when all possible confounders were controlled.
Discussion
The level of women's decision-making power on family planning use in this study was 52%. This result was lower 
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than the study done in southern Ethiopia 64% and 67%. 12, 14 This might be due to the difference in socioeconomic and demographic status of the married women and the nature of the study area since this study is conducted among rural women. Women participation in household decision-making in the study area was 56%, which is in line with the study done in southern Ethiopia where domestic decision-making in the rural area was 55%. 15 In this study, only 39% of women have a positive attitude on family planning, which was much lower than the study done in Gedeo Zone. 8 This might be due to the different socioeconomic factors, exposure to media and poor utilization of health promotion and education service from health care providers in the study area. However, women's knowledge on family planning (57%) was in line with the result of the study done in Gedeo and quite higher than the study done in Dawro, Southern Ethiopia. 8, 15 Age of women, women participation in household decision-making, attitude towards family planning and knowledge on family planning were significantly associated with women's decision-making power on family planning use. In this study, younger women have a higher decision-making power on family planning as compared to older age women. In contrary to this, a study done in Mizan-Aman, South Ethiopia showed that women of age 30-44 were having higher decision-making power on family planning use when compared to younger age women. 12 This discrepancy could be due to the current government and other stakeholder efforts to increase women's empowerment in decisionmaking related to reproductive health. The effect of poor women participation in household decision-making on decision-making power on family planning was in line with the study done in Dawro zone, Southern Ethiopia. 15 This might be because women who DovePress are able to participate in household decision-making were also able to participate in decision related to family planning use. Since both participation in household decisionmaking and decision-making power on family planning were more related to the women's autonomy to decide freely or jointly with their husband on family health issues. The odds of decision-making power on family planning use were higher in those women who have better knowledge of family planning and this result was supported by the study done in southern Ethiopia Dawaro zone. 15 This might result from a woman who has better knowledge regarding contraceptives will develop autonomy to use family planning or discuss with her partner on the use of family planning. In contrary to this, a study conducted in Gedeo Zone revealed that women who were knowledgeable about contraceptive methods were less likely to have a joint decision on contraceptive use. 8 This might be due to women in the study area might be influenced by the decision-making of husbands even if they have the knowledge of family planning. Moreover, the result of this study showed that women who have a positive attitude towards family planning were two times to decide on family planning use than women who have negative attitude towards family planning. The result is more similar to the study done in southern Ethiopia in Gedeo and in Dawro zone.
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Conclusion
The findings indicate that the level of women's decisionmaking power on family planning use was lower than other study conducted before in Ethiopia. The difference is observed between the studies clearly indicates that the husband is the individual that influence the wife to use family planning in this study area. The study also concludes that younger age women and women who have good participation in household decision have good decision-making power on family planning use. Moreover, women who have good knowledge and a positive attitude towards family planning have good decision-making power on family planning use.
Recommendation
Increasing women's participation in household decisionmaking should be strengthened in the study area. We recommend increasing women's knowledge and attitude towards family planning through health education and promotion through the health extension program. Moreover, there is a need to adopt a more comprehensive approach to reach men and women on modern family planning which helps women to decide freely without any restriction.
